Background {#Sec1}
==========

Across the world, studies have shown that disparities in health do exist, mostly favor the high-income groups and are more pronounced in some countries than others \[[@CR1]--[@CR5]\]. However, some of these studies have mainly focused on measuring and explaining inequalities in health in the developed world with few studies for developing countries starting to emerge. Regardless of the setting, there is general agreement in the empirical literature that individuals from higher socioeconomic status groups enjoy better health compared to their counterparts from lower socioeconomic status groups \[[@CR6], [@CR7]\]. Achieving equity in maternal health care is one of the most stressed and notable public health policy concern shared in almost every country in the world and requires that individuals with the same maternal health care needs be granted the same opportunities to access health care \[[@CR8]\]. In Zimbabwe, for example, despite efforts to improve access to maternal health care utilization over the years, inequality in maternal health care remains a public health concern \[[@CR9]\]. To date, the government of Zimbabwe has implemented many policies to improve access to maternal health care including the Primary Health Care (PHC) of the mid-1980s and the Maternal and Neonatal Health (MNH) roadmap 2007--2015 launched in 2009 among others \[[@CR10]\]. It is also important to note that Zimbabwe has witnessed one of the worst economic crisis in its history that saw the deterioration in the major sectors of the economy including health, manufacturing, and farming \[[@CR11], [@CR12]\]. The degradation in the quality of health as a result of the exodus of qualified health professionals to neighboring countries and abroad has contributed to inequalities in health \[[@CR12]\]. The increase in user fees in health in 1993--94 is plausibly responsible for the widening gap between the poor and rich in the country. Thus, it is imperative for emerging research to focus on the extent to which access to maternal health care is equitable among the individuals in need than an emphasis on the determinants of access to these services.

Previous studies examining equities in health service use in high-income countries especially in the Organization for Economic Cooperation and Development (OECD) region and the U.S. have established a more pro-rich concentration of health care utilization \[[@CR1], [@CR13], [@CR14]\]. Related studies conducted in Asia have also confirmed a pro-rich distribution of health care use among the most affluent segments of the population \[[@CR15]\]. In other countries such as Nepal, a significant pro-rich pattern of inequalities in health care use has been found \[[@CR16]\]. Other studies have also found a pro-rich distribution in disparities in maternal health care use \[[@CR4], [@CR17]--[@CR19]\]. However, it is imperative to note that there have been numerous studies in various countries documenting the causes of inequalities in maternal health care use and child mortality \[[@CR4], [@CR19]--[@CR23]\], while surprisingly little is known in the context of Zimbabwe.

This study seeks to fill this gap by focusing on Zimbabwe -- an important and yet understudied case in the literature. Specifically, we measure and explain wealth-related inequalities in prenatal care use, and professional delivery assistance using the G Erreygers \[[@CR24]\] corrected concentration index. We document the evolution over time since 1994 and provide a decomposition to determine the underlying factors explaining the observed inequalities in maternal health care in 2005/06 and 2010/11 following the guidelines laid out in O O'Donnell, E van Doorslaer, A Wagstaff and M Lindelow \[[@CR21]\].

Methods {#Sec2}
=======

Measuring inequalities in maternal health care utilization {#Sec3}
----------------------------------------------------------

Our primary measure of socioeconomic status-related inequalities in maternal health care utilization is by means of the widely employed concentration index \[[@CR25]\]. Derived from the concentration curve, the concentration index measures the extent to which a health care outcome is associated with inequality in a measure of socioeconomic status, typically income \[[@CR26]\]. Since the purpose of this study is on measuring and explaining wealth-related inequalities in maternal health care utilization, defined mainly by binary variables, we employ the corrected version of the concentration index which is suitable for bounded variables as suggested by G Erreygers \[[@CR24]\]. One of the drawbacks often mentioned about the standard concentration index is with regards to its overdependence on the mean of the health variable. This limitation is particularly problematic if one is interested in comparing populations with different average health levels \[[@CR24]\]. Besides, in the case of a binary variable, the standard concentration index may not always be restricted to the \[−1, + 1\] interval \[[@CR27]\]. Moreover, the standard concentration index has also been shown to violate the "mirror property," an assumption that says that inequalities in health should "mirror" variations in ill-health \[[@CR28]\]. For the noted reasons, we use the G Erreygers \[[@CR24]\] corrected concentration index which is algebraically expressed as follows:$$\documentclass[12pt]{minimal}
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Data source {#Sec4}
-----------

Our empirical analysis utilizes data from four rounds of the nationally representative Demographic and Health Survey for Zimbabwe (henceforth ZDHS) conducted in 1994, 1999, 2005/2006, and 2010/2011. The survey is part of the global MEASURE DHS program currently carried out in more than 40 developing countries. This data is made available after a formal request at (<http://dhsprogram.com/data/available-datasets.cfm>). The ZDHS gathers detailed health information for women of reproductive ages 15--49 and their children. The Zimbabwe National Statistics Agency (ZIMSTAT) conducted all the four rounds of the survey with collaborative assistance from numerous national and international organizations.

The survey used a stratified two-stage cluster sample design based on the Zimbabwe population census of 1992 and 2002. The 1994 and 1999 ZDHS utilized the 1992 population census while the 2005/06 and 2010/11 ZDHS utilized the 2002 population census sampling frames. The first stage involved a random sampling of the enumeration areas followed by a random sampling of households (excluding families from institutional facilities such as army barracks, hospitals, police camps, and boarding schools) at the second stage. This dataset is fitting for our analysis since it contains detailed information on the household structure, asset ownership, health, and labor market participation including education characteristics for all the family members. An excellent guide to the DHS data is also available in SO Rutstein and G Rojas \[[@CR30]\].

The inquiry in this study uses the individual recode component of the ZDHS which contains detailed health information of the interviewed women. The ZDHS records information on maternal health care utilization of the most recent pregnancy that occurred in the five years before each survey. Thus, we restrict our analysis to the last birth that took place five years before each survey for each interviewed woman. From the original sample of 21,601 observations from the pooled ZDHS 1994, 1999, 2005/2006 and 2010/2011 data, we are left with 13,506 women with non-missing observations on our outcome variables. All the estimates are weighted to be nationally representative. The initial survey weights are adjusted to account for the possible effect of pooling across surveys. Specifically, we re-scale each survey's total weight to sum to one thus manually preserving the original probability of sampling within each survey. Here we make the assumption that the overall population did not significantly change over the analysis period to the extent of altering our conclusions.

Outcome variables {#Sec5}
-----------------

This study uses two measures of maternal health care utilization derived from the various questions asked during the ZDHS. First, we consider the receipt of four or more antenatal care visits as our measure for prenatal care use. Prenatal care is the medical attention given to women during (excluding delivery period) pregnancy \[[@CR31]\]. As recommended by the World Health Organization, women in developing countries with less complicated pregnancies are encouraged to complete at least four antenatal care visits during the course of the pregnancy \[[@CR31]\]. We measure antenatal care as a binary variable taking 1 if the woman completed four or more prenatal care visits during pregnancy and 0 otherwise. Second, we measure professional delivery assistance using a binary indicator taking 1 if the woman received delivery assistance by a medical doctor, auxiliary nurse, midwife or other trained health professional and 0 otherwise.

Explanatory variables {#Sec6}
---------------------

The prospect of completing four or more prenatal care visits and of seeking professional delivery assistance is thought to depend on a set number of characteristics including individual demographic, household, and locational factors. The choice of these variables is primarily guided by the current empirical literature on maternal health care utilization in developing and developed countries. These variables include binary indicators for the age of the woman at time of birth (13--19; 20--24; 25--29; 30--34; 35--39; 40--44; and 45--49), education level (no education; completed primary; secondary or higher), contraceptive usage (yes = 1), marital status (separated; never married; married), employment status (employed = 1), religious beliefs (Christian; apostolic church member; other religion), access to information (watch television, listen to the radio and read newspapers), previously terminated pregnancy (yes = 1). We also included dummy indicators for the household wealth (poorest; poorer; average; rich; richer). To control for geographical differences, we included dummy indicators for urban/rural status (urban = 1) and provinces (Manicaland; Mashonaland Central; Mashonaland East; Mashonaland West; Matabeleland North; Matabeleland South; Midlands; Masvingo; Harare; Bulawayo).

Measuring socioeconomic status using the asset index {#Sec7}
----------------------------------------------------

This study makes use of an asset-based household wealth index as a measure of socioeconomic status, created using Principal Components Analysis (PCA) \[[@CR32]\]. Numerous other studies have utilized the asset index as a measure of socioeconomic status in explaining inequalities in various health outcomes \[[@CR21], [@CR33], [@CR34]\]. The ZDHS creates this index using information on household ownership of personal assets and home dwelling characteristics. A more comprehensive description of how this index is computed can be found in SO Rutstein and K Johnson \[[@CR35]\].

Results {#Sec8}
=======

Descriptive statistics {#Sec9}
----------------------

Table [1](#Tab1){ref-type="table"} presents the survey-weighted means and standard deviations of all the variables used in the analysis stratified by the year of survey. Our sample is predominantly Christian (54.3%) and mostly living in rural areas (68.8%). The average education of the respondents appears to have improved over time with 67.2% of respondents in 2010/11 having completed secondary school or higher compared to only 37.4% in 1994. The share of women in gainful employment has declined over time from 52% in 1994 to 36% in 2010/11. The overall marital status distribution indicates that nearly 84.1% of the women in our sample were married as observed at the time of the survey. Overall, approximately 61.1% of the women practiced family planning (i.e., indicated using a modern family planning method), 39% read newspapers at least once a week, 51.1% listened to the radio at least once a week, and nearly 10.5% reported having terminated a pregnancy in the past. The share of women living in urban areas stood at about 31.2% and ranged from 26.7% in 1994 to about 31.2% in 2010/11. The average proportion of interviewed women in each province appears to be stable over time with Bulawayo having an overall lowest share of about 5.2% and Harare having the overall largest (15.1%).Table 1Summary statistics of variables used in the analysisOverall199419992005/062010/11VariablesMeanSDMeanSDMeanSDMeanSDMeanSDAge 13--190.1540.3610.1470.3540.1660.3720.1560.3630.1450.352Age 20--240.3240.4680.3190.4660.3270.4690.3390.4740.3090.462Age 25--290.2350.4240.2110.4080.2310.4210.2320.4220.2590.438Age 30--340.1600.3670.1750.3800.1380.3440.1600.3660.1740.379Age 35--390.0870.2830.1000.3000.0980.2970.0730.2600.0820.275Age 40--440.0320.1770.0400.1950.0340.1810.0330.1780.0250.156Age 45--490.0070.0820.0080.0870.0070.0840.0070.0810.0060.078Marital status -- married0.8410.3660.8640.3430.8380.3680.8140.3890.8510.356Employed0.4380.4960.5200.5000.5260.4990.3640.4810.3600.480No education0.0580.2340.1260.3320.0650.2470.0410.1970.0170.131Primary education0.3930.4890.5000.5000.4360.4960.3520.4780.3110.463Secondary education0.5480.4980.3740.4840.4990.5000.6070.4880.6720.470Religion -- Christian0.5430.4980.4950.5000.8150.3880.4350.4960.4080.492Reads newspapers at least one a week0.3900.4880.4350.4960.3900.4880.3880.4870.3590.480Listens to the radio at least once a week0.5110.5000.3830.4860.5800.4940.5280.4990.5220.500Family planning0.6110.4880.5750.4940.5960.4910.6430.4790.6210.485Terminated pregnancy0.1050.3060.1200.3250.1070.3100.0970.2960.0980.297Wealth quintile 1 -- poorest0.2190.4130.2410.4280.1950.3970.2280.4200.2160.412Wealth quintile 20.1920.3940.1830.3860.1790.3830.2010.4010.2050.404Wealth quintile 30.1830.3870.1790.3840.1860.3890.1740.3790.1910.393Wealth quintile 40.2220.4150.2110.4080.2330.4230.2200.4140.2190.414Wealth quintile 5 -- (richest)0.1840.3880.1860.3890.2070.4050.1770.3820.1680.374Urban resident0.3120.4640.2670.4420.3460.4760.3130.4640.3120.463Manicaland province0.1370.3440.1310.3370.1510.3580.1210.3260.1420.349Mashonaland central province0.1010.3010.0870.2820.0940.2930.1110.3150.1060.308Mashonaland east province0.0900.2860.1020.3020.0870.2820.0780.2680.0960.295Mashonaland west province0.1100.3130.1160.3200.0990.2990.1010.3010.1250.330Matabeleland north province0.0600.2370.0770.2660.0540.2260.0640.2450.0490.215Matabeleland south province0.0520.2230.0580.2340.0590.2360.0450.2070.0480.214Midlands province0.1310.3380.1370.3430.1230.3290.1430.3500.1240.329Masvingo province0.1170.3220.1020.3030.1030.3040.1490.3560.1120.316Harare province0.1510.3580.1400.3470.1680.3730.1380.3450.1560.363Bulawayo province0.0520.2210.0510.2210.0610.2400.0510.2190.0430.202Observations135062218281840734397Notes: All estimates are weighted to be nationally representative. Due to rounding, other statistics might not sum to one

Figure [1](#Fig1){ref-type="fig"} presents the trends in maternal health care utilization in Zimbabwe's ten provinces. While the prevalence of health care utilization appears to vary across regions, we observe nearly similar patterns in some of the provinces. For instance, the trends in professional delivery assistance and prenatal care seem to be somewhat similar in Manicaland, Mashonaland Central, East, and West, Matabeleland North, Harare, and Bulawayo provinces. The prevalence in prenatal care use in Matabeleland South, Midlands, and Masvingo appear to be somewhat different from the observed patterns in other regions. Specifically, we observe an initial rise in prenatal care prevalence in the 1994--1999 period followed by a persistent and declining trend over the period 2000--2010. Overall, the prevalence rates for maternal health care use in the 2010/11 period appear to have worsened compared to their 1994 levels in nearly all the provinces.Fig. 1Prevalence of maternal health care utilization by region of residence in Zimbabwe, 1994--2011

Figure [2](#Fig2){ref-type="fig"} shows the trends in maternal health care utilization by household wealth quintile. According to Fig. [2](#Fig2){ref-type="fig"}, the prevalence rates for women in the bottom three wealth quintiles (poorest, poorer, and average) appear somewhat lower than those in the top two wealth quintiles (richer and richest). Also, we observe a rather steeper and declining trend in maternal health care use for individuals in the bottom three wealth groups. Women from wealthier families (richer and richest) appear to have had high utilization rates over time. However, the prevalence of prenatal care use for women in the top wealth quintiles seems to show an unstable pattern over time compared to those in the bottom three wealth quintiles.Fig. 2Prevalence of maternal health care utilization by household wealth group in Zimbabwe, 1994--2011

Figure [3](#Fig3){ref-type="fig"} depicts the prevalence rates for women living in urban and rural areas. As expected, women living in urban communities appear to have had better access to professional delivery assistance compared to their rural counterparts. Regarding prenatal care, urban women seem to have maintained a very unstable pattern in utilization compared to their rural counterparts who have experienced a steady decline in use over time. Overall, we observe lower utilization rates for both rural and urban communities in 2010/11 compared to 1994 for all the maternal health care outcomes.Fig. 3Prevalence of maternal health care utilization by rural or urban status in Zimbabwe, 1994--2011

Trends in inequalities in maternal health care use {#Sec10}
--------------------------------------------------

Figure [4](#Fig4){ref-type="fig"} shows a graphical presentation of the corrected concentration indices for prenatal care, and professional delivery assistance for the overall, rural and urban samples. The concentration indices are calculated using O O'Donnell, S O'Neill, T Van Ourti and B Walsh \[[@CR36]\] *conindex* command and are weighted to be nationally representative including clustering at the primary sampling unit to appropriately adjust the standard errors. The top panel of Fig. [4](#Fig4){ref-type="fig"} displays the overall distribution of inequalities in maternal health care since 1994. The overall trends in disparities in prenatal care use show a pro-rich distribution in 1994, 2005/06 and 2010/11 with a pro-poor distribution observed in 1999. Inequalities in professional delivery support have also been pro-rich over the period under study. Specifically, it is evident from Fig. [4](#Fig4){ref-type="fig"} that inequalities in professional delivery assistance have worsened over time and have mostly been pro-rich.Fig. 4The evolution of inequalities in maternal health care in Zimbabwe, 1994--2011

The bottom panel of Fig. [4](#Fig4){ref-type="fig"} shows the distribution of inequalities for rural and urban samples. Regardless of the location of residence (rural or urban), the distribution of professional delivery support has mostly been pro-rich. For the rural sample, inequalities in professional delivery assistance initially declined over the 1994--1999 period and after that show a rising trend. A similar pattern is also noticeable in the distribution of disparities in the receipt of four or more antenatal care visits. For the rural sample, inequalities in prenatal care use were mostly pro-rich in 1994 while the 1999 survey data reveals a rather pro-poor distribution. The period from 2000 and beyond suggests that differences in prenatal care utilization for the rural sample have been pro-rich. The pattern of inequalities over time also reveals a widening gap between the rural wealth-poor and the rural wealth-rich individuals. For the urban sample, similar conclusions can also be drawn. Notably, we can conclude from Fig. [4](#Fig4){ref-type="fig"} that inequalities in professional delivery assistance have mostly been pro-rich since 1994. Concerning prenatal care utilization, we observe a shift from a pro-rich to pro-poor distribution between 1994 and 1999 and a pro-rich distribution thereafter.

Decomposition of socioeconomic status-related inequalities in maternal health care {#Sec11}
----------------------------------------------------------------------------------

To better understand the reasons why disparities in maternal health care have widened over time and to the advantage of the wealth-rich, we conducted a decomposition of the measured disparities in prenatal care, and professional delivery assistance. This exercise allows us to measure the contribution of each explanatory variable to the measured inequalities in maternal health care. For brevity, we only present the decomposition results using the 2005/06 and 2010/11 survey data. The coefficient estimates from the OLS models estimated using equation ([2](#Equ2){ref-type=""}) are also not shown here (results available upon request).

Table [2](#Tab2){ref-type="table"} shows the absolute and percent contributions of each explanatory variable to the overall inequalities in maternal health care use. The concentration indices for prenatal care and professional delivery assistance including their 95% confidence intervals (in brackets) are shown in the bottom section of Table [2](#Tab2){ref-type="table"}. The estimates indicate that the concentration index for prenatal care was 0.111 \[0.056, 0.171\] in 2005/06 and 0.094 \[0.057, 0.138\] in 2010/11, suggesting a pro-rich distribution in inequalities. The estimates for professional delivery assistance reveal a concentration index of 0.286 \[0.244, 0.329\] in 2005/06 and 0.324 \[0.283, 0.366\] in 2010/11. All the indices are significant at the 1% significance level.Table 2Contributions of regressors in percent (%) of concentration indexFour or more prenatal care visitsProfessional delivery assistance2005/062010/112005/062010/11VariablesContribution%Contribution%Contribution%Contribution%Household wealth0.017545.840.025871.790.017036.140.040664.23Age0.00123.47−0.0016−4.610.00204.400.00182.99Employed0.00071.870.00051.470.00030.650.00040.57Education0.010326.690.006618.200.00418.800.00396.19Religion0.004612.010.008122.690.00295.980.00426.66Marital status−0.0084−21.93−0.0048−13.340.00204.110.00385.94Read newspapers0.00215.420.009326.040.00388.120.00446.92Listen to radio0.009223.950.005515.230.00153.120.00020.37Health insurance0.004912.880.004412.130.00163.480.00192.96Family planning0.00020.58−0.0011−3.03−0.0001−0.230.00030.52Terminated pregnancy−0.0006−1.480.00010.27−0.0004−0.90−0.0001−0.12Urban residence0.008221.35−0.0014−3.990.014130.180.00538.36Region (nine provinces)−0.0197−51.81−0.0250−69.64−0.0035−7.27−0.0054−8.56Residual21.1526.763.422.98Total0.030278.850.026473.240.045396.580.061397.02Erreygers corrected concentration index0.111\*\*\*\[0.056, 0.171\]0.094\*\*\*\[0.057, 0.138\]0.286\*\*\*\[0.244, 0.329\]0.324\*\*\*\[0.283, 0.366\]Notes: \*\*\*Statistical significance at the 1% level. Estimates are weighted to be nationally representative. Contribution = the absolute contributions of explanatory variables to the concentration index. The corrected concentration indices together with their 95% confidence intervals (in brackets) are shown at the bottom of the table

The results for the decomposition indicate that household wealth explains a large share of the observed inequalities in maternal health care utilization between 2005/06 and 2010/11. Specifically, household wealth explains approximately 45.84 and 71.79% of the observed inequalities in prenatal care utilization in 2005/06 and 2010/11, respectively. Concerning professional delivery assistance, household wealth accounts for nearly 36.14% in 2005/06 and 64.23% in 2010/11. The positive sign on household wealth's contribution implies that if household wealth was distributed equally across the population, then, the observed inequalities in maternal health care would be lower by the corresponding percentages as noted earlier.

Education is another important factor accounting for a sizeable share of the observed inequalities in maternal health care. The results show that if the distribution of education was uniformly distributed across the population of pregnant women, inequalities in prenatal care use would have been 26.69 and 18.20% lower in 2005/06 and 2010/11, respectively. However, education only explains about 8.8 and 6.19% of the inequalities in professional delivery assistance observed in 2005/06 and 2010/11, respectively. Information access through reading newspapers and magazines as well as listening to the radio also plays an important role in explaining the observed inequalities in maternal health care. We find that nearly 23.95 and 15.23% of the observed inequalities in prenatal care in 2005/06 and 2010/11 respectively can be explained by information acquisition through listening to the radio. The contribution of radio listenership to inequalities in professional delivery assistance appears to be somewhat low (below 5%) in 2010/11 while reading newspapers account for nearly 5.42 and 26.04% of the observed inequalities in prenatal care use in 2005/06 and 2010/11, respectively. The contribution of reading newspapers on inequalities in professional delivery assistance was below 10% over the two years. The findings in Table [2](#Tab2){ref-type="table"} also show that health insurance coverage accounts for a negligible and statistically insignificant share of the observed disparities in prenatal care and professional delivery assistance in 2005/06 and 2010/11.

Discussion {#Sec12}
==========

In this paper, we have measured wealth-related inequalities in the receipt of four or more antenatal care visits, and professional delivery assistance using the corrected concentration index as suggested by G Erreygers \[[@CR24]\]. An effort was also made to identify the underlying factors explaining the observed inequalities in maternal health care use over time. To the best of our comprehension, this is the first study for Zimbabwe that makes an attempt to document the evolution of inequalities in maternal health care and consequently explain the underlying drivers over the years. We found a pro-rich distribution in inequalities in professional delivery assistance over the 1994-2010/11 periods. The concentration indices for prenatal care use reveal a pro-rich distribution of disparities in 1994, 2005/06 and 2010/11 with a pro-poor distribution observed in 1999. The decomposition analysis of the wealth-related inequalities in maternal health care use demonstrated that household wealth was amongst the most important factors explaining the observed differences in maternal health care in Zimbabwe. Overall, these results corroborate the findings in previous studies \[[@CR4], [@CR17], [@CR19]\].

The results indicate that inequality in household wealth was found to be one of the most influential contributors of the observed differences in prenatal care and professional delivery assistance in 2005--2011. This result makes intuitive sense given the documented rise in poverty levels in the country since the mid-1990s \[[@CR37]\]. Also, the hyperinflationary environment that prevailed during the 2000--2008 crisis period worsened the plight of ordinary Zimbabweans primarily those residing in the rural areas (nearly 60% of Zimbabwe's population lives in the countryside). The fact that the overall contribution of wealth has significantly increased between 2005/06 and 2010/11 suggests a further deterioration in the living standards among Zimbabweans and hence explaining the observed inequalities in maternal health care use. These findings here corroborate the conclusions made in previous related studies for developing countries that demonstrate the existence of socioeconomic status-related (socioeconomic status as measured by household wealth) inequalities in maternal care services in the dimensions of wealth \[[@CR3], [@CR4], [@CR17], [@CR19]\].

Apart from the fact that poverty levels have increased in Zimbabwe over the years \[[@CR37]\], the rise in user fees associated with access to maternal health care services as noted in N Matshalaga \[[@CR38]\], is also a contributory factor towards the marked increase in inequalities in maternal health care. As noted in previous studies, affordability of maternal health care services plays an essential role in shaping the overall demand of such services \[[@CR39]--[@CR41]\]. The devastating impact of the economic crises experienced since 2000 has largely contributed to the health personnel exodus and deterioration in health infrastructure in many parts of Zimbabwe, thus, resulting in limited access to the essential maternal health care services needed by pregnant women \[[@CR12]\]. As the crisis led to the massive impoverishment of households particularly those in rural areas, the relatively better-off had better access to maternal health care.

The analysis in this study also singled out education as amongst the important predictors of inequalities in maternal health care. Education is widely regarded as an important predictor of maternal health care services. Particularly, previous studies have labeled schooling as a source of exclusion to the use of maternal health care services \[[@CR42]--[@CR44]\]. As noted in M Grossman \[[@CR45]\] and many other studies, education has been singled out to be a significant correlate of good health and use of health care services \[[@CR45]--[@CR47]\]. Recent studies in sub-Saharan Africa have linked maternal education to improvements in child survival including increased maternal health care utilization and other healthy behaviors \[[@CR48], [@CR49]\]. In Zimbabwe, while schooling appears to explain a fair share of the observed inequalities in maternal health care use, its contribution has declined over time. The marked decline in the contribution of education might partly be attributed to the successes of the public school system \[[@CR50]\]. Moreover, among African countries, Zimbabwe ranks highly regarding general literacy rates \[[@CR51]\], an important and well-known determinant of population health \[[@CR52]\].

The analysis in this study also found that religion contributes a fair proportion of the measured disparities in maternal health care. Most importantly, the study established that the overall contribution of religion to the observed inequalities in maternal health care has increased from 12.01% in 2005/06 to 22.69% in 2010/11. The marked increase in religion's contribution highlights the importance of religion in explaining the measured inequalities in maternal care. The link between religion and use of maternal care services is well established \[[@CR42]--[@CR44], [@CR53]\]. Over the last few years, Zimbabwe has witnessed an increasing number of apostolic section churches (Mapostori) and consequently their followers. Ultra-conservative apostolic members are believed to shun the use of modern medicine while believing in spiritual healing even in instances of severe sickness, pregnancy or other health-related matters \[[@CR54], [@CR55]\]. A previous study for Zimbabwe found that women affiliated with this particular church are 25% less liable to utilize the same health services than those from other religious sections \[[@CR44]\]. Given that Zimbabwe's rural and many parts of urban areas are home to these churches and mostly attended by poor people, it is more likely that religious beliefs have largely contributed to the observed widening gap in inequalities in maternal health care use.

The observed pro-rich distribution of disparities in maternal health care can also be attributed to many other factors including the decline in health infrastructure attributed to the economic crisis experienced in the 2000--2008 period. The combination of health personnel exodus and deterioration in rural infrastructure meant that most pregnant women in the countryside lost access to affordable maternal health services \[[@CR12]\]. Furthermore, the economic crisis in the country largely contributed towards the impoverishment of many households particularly those living in rural areas which significantly reduced their odds of affording the maternal care services. Also, the intensification of the economic crisis meant that other health facilities ceased operating particularly in the rural areas where most of the average to poor wealth households reside \[[@CR56]\]. The crisis period was also characterized by massive declines in donor funding to Zimbabwe which exerted pressure on the health sector as the amount of health financing dwindled. The closure of many health centers coupled with increased cost of maternal care services for the remaining facilities resulted in a lack of access to health facilities which were mostly accessible to the poor and thus contributed to the rich-poor gap in inequalities. As noted in N Alam, M Hajizadeh, A Dumont and P Fournier \[[@CR4]\], affordability is an essential factor that can explain why the gap between the wealthy and the have-nots widened \[[@CR4]\].

Our study is not without its shortcomings. One of the deficiencies of this study is that, the factors identified to influence maternal health care outcomes do not necessarily have a causal interpretation. We do not make an attempt to ascertain a causal effect of the socioeconomic factors on the two maternal health care outcomes considered. One can only interpret the reported coefficients as mere correlations or associations between the explanatory variables and maternal health care outcomes. Another shortcoming of our study is that, some of the data recorded by the ZDHS on maternal health care use are based on self-reports of the interviewed women. There is the possibility of recall bias associated with such responses which potentially influences our findings. Despite the highlighted shortcomings, this study makes a significant contribution to the literature in developing countries particularly sub-Saharan Africa.

Conclusions {#Sec13}
===========

This study measured and explained inequalities in prenatal care, and professional delivery assistance in Zimbabwe. We found a pro-rich distribution of inequalities in professional delivery support and prenatal care over the 2005/06 and 2010/11 periods regardless of the place of residence. The observed pro-rich distribution in disparities in maternal health care was mostly explained by household wealth, education, religion, health insurance coverage, and access to information. The results of this study suggest the need for public health decision makers in Zimbabwe to concentrate on the most vulnerable segments of the population, especially those from low-wealth families and living in the countryside. Overall, the fact that maternal education and wealth are the main underlying drivers of inequalities in maternal health care in Zimbabwe suggests the need for a multi-sectoral approach to addressing these disparities.
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